Commenting on our paper, 1 Dr Ryle (February 2003, JRSM 2 ) describes his experience of the absence of overall management and of patchy (albeit expert) advice. We have received similar messages in private correspondence. One woman in her seventies with MS had been unable to secure physiotherapy or rehabilitation, and there was a suggestion of a lack of concern for those who may be perceived as 'too old to help'. Another correspondent felt that general practitioners were unable to give helpful advice on the management of symptoms related to MS. This might reflect limited clinical exposure to such cases, since a typical practice in the UK (about 2000) will have only 2-3 patients with MS on the list. 3 He praised the Multiple Sclerosis Society for providing social contacts and for the useful information provided through MS Matters and other publications.
The new National Service Framework (NSF) for Longterm Conditions will have a 'particular focus on needs of people with neurological conditions and brain and spinal injury' because of the unacceptable variations in the quality of care across the country and the need for urgent improvements. Where possible it will tap into existing NSFs but specific issues relating to this NSF will include:
. User-centred interprofessional health and social care assessment and support . Specialist, community and vocational rehabilitation services . Community equipment services . Help with a range of common symptoms including pain and movement disorders . Information and support for carers and families . Support and services that help people with long-term conditions fulfil their own responsibilities as partners, parents and carers . Developing the concept of the expert patient.
One of the greatest challenges in rehabilitation service development is to make community-based management proactive and to coordinate contributions from professionals of different disciplines. 4 We feel that multidisciplinary rehabilitation teams with appropriate medical support have much to contribute to those with disabling MS, in terms not only of symptom control but also of helping individuals to live with the condition.
Close working relationships between community rehabilitation and neurological services could overcome some of the failings noted by Dr Ryle and others. It is hoped that the NSF will support such ventures. Two aspects of their project should, however, be questioned. First, the concept of a patient in whom capacity issues may be relevant is problematic. As White has pointed out, 2 even if legal and ethical standards support a positive assumption regarding the decision-making competence of the patient, a physician, when seeking approval of a treatment plan, should always make sure that the patient possesses adequate decision-making abilities. Second, whatever the legal position, physicians and other healthcare professionals remain the ones who are responsible for the first-hand evaluation. When a court must decide on a decision-making-capacity issue, the judge depends almost exclusively on the evaluation made by the physician.
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Research must then look to the process of decision-making capacity of the patient as affected by special diseases. Marson et al. did this in Alzheimer's disease. [3] [4] [5] Other researchers, myself included, are turning their attention to the ethico-clinical judgment of the physician. Doctors evaluate, almost daily, decision capacity issues. Taking into account the work of Schön, we hypothesize that physicians have expert knowledge of these matters, even if it is unconscious.
Issues on ability to consent represent a challenge to every physician on a clinical ward, since all healthcare professionals are engaged in what should be an informed consent procedure with their patients.
